Background The Health and Social Care Act 2012 (H&SCA) provided for sweeping changes to the health and healthcare system in England. The UK Faculty of Public Health (FPH) considered the risks of the proposed legislation and remains opposed to many of the Act's provisions.
Introduction
The healthcare system in the UK compares favourably to others across the globe. 1 The reforms proposed by the UK Coalition Government in 2010 generated much debate in the health professions and among the public. The UK Faculty of Public Health (FPH) identified six main concerns with the legislation: 2 potential withdrawal of NHS services, increased transaction costs associated with competition, loss of quality of care, widening of health inequality, instability from workforce transition and the difficulties of sustaining effective discharge of public health responsibilities.
Despite these and other 3 -5 concerns, the Health and Social Care Act for England (H&SCA) 6 came into force in April 2013. The principal measures included giving groups of GP practices and other professionals-clinical commissioning groups (CCGs)-budgets to buy care on behalf of local communities; shifting many historical responsibilities of the Department of Health to a new, politically independent NHS Commissioning Board (since renamed NHS England); the creation of an economic regulator (Monitor); 9 -11 the creation of a Public Health England as a new arm's length body for public health as well as shifting the lead responsibility for public health from the NHS into local government.
In response, FPH committed to members that they would monitor the impact of this legislation. Given the breadth of the Act's scope, FPH needed a mechanism for prioritizing its investigation and action. Prioritization is complex in membership organizations, whose principal resource is members, and where policy development is often undertaken by more or less formal representative arrangements.
Ideally, any prioritization would be based on outcomes and health impacts potentially attributable to H&SCA, but the likelihood of discernible health consequences being evident so close to the implementation of the Act seemed remote. FPH took account of this and the very limited resource available (no specific funds were available) and decided to undertake a membership survey on development of structures and processes within the scope of the H&SCA. FPH could use the findings to guide their prioritization of response to the Act.
Surveys of public health membership organizations for similar purposes are hard to find. To illustrate this, the authors undertook a review of the public websites of three prominent associations: the UK Faculty of Public Health (www.fph.org. uk), the European Public Health Association (www.eupha. org) and the American Public Health Association (www.apha. org) identified only one report of a survey of membership views (on 7 April 2014); that undertaken by FPH concerning proposals for health and healthcare reform in England.
The purpose of this survey was to provide a prioritized list of members' concerns about the Act and its implementation to focus FPH action. The objectives were to establish members' views on the risks identified in the 2012 FPH risk assessment (as well as any new previously unforeseen risks related to the H&SCA), identify the severity and likelihood of these risks being realised as well as the requirement for further mitigation (above and beyond any measures already in train).
Methods

Study design
This was a cross-sectional electronic survey of the 2670 members with a registered email address (among a total of 3316 members at July 2014) of a professional public health organization for the UK.
The authors identified 21 individual risks described in the FPH risk assessment. 2 These individual risks were grouped into risk areas by one of us (M.L.), to signal the themes clearly to respondents. These risk areas were potential withdrawal of NHS services, increasing competition increasing costs, loss of quality of care, widening of health inequality, workforce transition and effective discharge of public health responsibilities. The link between these risk areas and individual risks is described in Table 1 .
Data sources, variables and measurement
An online survey was devised by the authors and reviewed by both the FPH Health Care Committee and Officers. It was developed pretested in paper form by a group of trainees and subsequently online using SurveyMonkey 7 by FPH officers ( 10 pretests in total). In pretesting, the online survey took 15 min to complete. The definitive survey (template in Supplementary data) was available for six weeks during July and August 2014. All members for whom FPH had a registered email address (and who had not opted out of correspondence) were sent an invitation to participate. Measures to improve response rates 12 included two further email reminders and a link to the survey on the FPH website home page.
For each risk area, respondents were invited to declare whether they were able to assess the risk. Only if they responded positively were they invited to provide further insight. They were asked to identify the severity of each individual risk, the likelihood of each being realised (or if it had already been realised) and whether further mitigation was required-over and above any measures already in train. At the end of each of the six sections, respondents were prompted to explain their ratings, provide examples and indicate their views on further remedial action.
Respondents were also asked for their age band, length of FPH membership, their role and their region or nation (according to prevailing FPH arrangements).
FPH Membership records, categorizing members by age, region, role and employer type were also reviewed for comparison. Each Member's record is complete at the time of joining, and details are updated opportunistically. Anonymous survey responses could not be linked with membership records. Characteristics of respondents were collected to compare with characteristics of the whole membership.
Analytical methods
A combined score of risk and severity was generated from responses using an established risk matrix. 8 For the risks with highest combined severity likelihood score, an analysis was undertaken of the reasons for these scores and on risk mitigation. Quantitative survey data were analysed using Microsoft Excel (2010).
Respondents 'free text' comments generated qualitative data that were analysed thematically. 13 This enabled triangulation of quantitative and qualitative data. Any commentary identified as out of scope (i.e., not about the H&SCA per se) was excluded from analysis. Further, any comment that appeared to be rhetorical rather than grounded in experience was also excluded.
Results
One in 10 FPH (10.4%) members who received an email invitation completed the online survey (Table 2 ). Responses came from across the age spectrum, with differing lengths of FPH membership (range: ,4 years to 40þ years). Respondents reported many different employment arrangements and work focus, but were primarily working in health improvement (41%), or in health service public health (33%) ( Table 3) .
Several aspects of membership profile could readily be compared: age and sex profile, role and nation. Survey respondents were broadly reflective of the demographic and work characteristics of the FPH membership overall with the following exceptions. More respondents were females (59 versus 52% of membership). Comparatively few retired people and trainees (8 versus 15% of membership) responded, but those holding more senior roles, appear comparatively over-represented. For example, 11% of respondents were Directors of Public Health compared with 6% of the overall membership. The length of FPH membership among respondents was longer (mean: 20 years) than among membership as a whole (14 years).
All risks were graded as 'extreme' or 'high' (range 17.07-10.45), Table 4 . The risks given highest priority (scoring 15 or more) related to infrastructure for local public health (specifically (6c) the short-term nature of the 'ring fence' for public health budgets in Local Authorities, and (4a) lack of access by public health specialists to information about use of health services), NHS planning and delivery (specifically (6b) loss of insights on addressing population need, effectiveness and efficiency for NHS commissioners, as well as (3b) fragmentation of services and poor co-ordination of care, and Public health careers (concern about (5d) public health becoming a less attractive specialty).
The need for mitigation above and beyond measures already in place was also strongly endorsed. Almost all respondents thought that further mitigation was needed for the short-term nature of ring fence for public health budgets in Local Authorities, and more than half thought it essential. Over threequarters of respondents said mitigation was either essential or highly desirable for each of the other highest priority risks.
From the proposals made for mitigation, four themes emerged across the prioritized risk areas, specifically the need to: 
REVISITING THE RISKS ASSOCIATED WITH HEALTH AND HEALTHCARE REFORM IN ENGLAND
(1) Review current situation in relation to gaps, deficits and barriers. (2) Advocate for the fundamental role of public health; increasing credibility, recognition and profile of the discipline. (3) Strengthen relations, foster co-ordinated working across organizational boundaries and ensure public health concerns are addressed across the NHS. Legislation should also be considered to improve systems and ensure consistency. (4) Revoke the act and undertake structural and systemic reorganization, as the current system and structural arrangements are irretrievable.
Risk prioritization by place and area of work
The grading of risks differed little among respondents. For example, 91% (n ¼ 59) of those from Local Authorities rated the risks associated with short-term nature of a ring fence consistently as a catastrophic/major or significant risk, as did 81% (n ¼ 26) of respondents working for a national public health body. Similarly, 83% (n ¼ 54) of respondents working in local authorities rated the risk of adverse consequences from this as being either certain or likely as did 72% (n ¼ 23) of those working for a national public health body. Furthermore, the level of concern about this particular risk was not restricted to those working in health improvement. Over 80% of respondents working in each of the three domains rated it as potentially catastrophic, major or significant.
Infrastructure for local public health
Many concerns were raised about actual loss of funds for public health activities, or anticipated future losses, such as:
The resources came across with us to local government but are being syphoned off to back fill other financial pressures.
Local authorities are so under-resourced that their public health budgets now constitute their major income stream. So it is highly unlikely that these will remain ring-fenced for long.
These views were by far the most common but were not universal: others identified that the lifting of the ring fence may offer an opportunity for extending the reach of public health action:
In some LAs the PH grant is truly just seen as a lever and the whole council budget is seen as a budget for wellbeing. The availability of information on health service use for public health teams working in local authorities remains a concern. Barriers include lack of common geography, disruptions in data flow, access to patient-level information providers charging for access to activity data. Examples of this include:
the promised sharing of data across organisations is not being fully realised. Data protection and information governance is being used as a convenient excuse.
public health teams, with the analytical skills, don't have access to patient level data . . . How can we do health equity audits and monitor the impact of specific services on inequalities.
NHS planning and delivery
Two aspects of NHS planning and delivery arising from the implementation of the H&SCA caused particular concern: loss of insights on addressing population need, effectiveness and efficiency for NHS commissioners, as well as fragmentation of services and poor co-ordination of care. This was reported as limited resource and variable penetrance of public health into the work of both CCGs and NHS England. The potential consequences of this disconnect were described as lower probability of evidence-based decisions, action to address inequalities and on population health needs (rather than specific diseases), ultimately leading to ineffective or inefficient services that are not tailored to the needs of local populations. Typifying comments include:
PH mostly well engaged with CCGs but resource is spread thinly. The core offer to CCGs is open to huge interpretation. In some areas it is integral to everything the CCG does, in some it is merely a reactive service . . . DPH not voting member of [CCG] Governing Body. Although PH is on key CCG groups we are not part of the CCG and it is more difficult to keep up to speed with the detail of their agenda and to influence appropriately . . . NHS commissioners don't know what they don't know and if we are not part of them we miss opportunities to identify where we can have input Gaps in patient pathways, lack of joined-up care for users, problems with confused accountability and disincentives to take 'up-stream' primary preventive action were seen as consequences of multiple providers and complex commissioning arrangements were. As respondents explain:
. . . I've already seen examples where health professionals are stepping away from patients in need because they're 'not funded for that' . . .
Examples . . .
[include] the obesity commissioning model, where responsibilities . . . were split between commissioners. This resulted in gaps appearing and postcode lotteries emerging that did not previously exist. This picture is mirrored with sexual health services, nutrition, mental health etc.
. . . there are no financial incentives to commission preventative services by CCGs and NHSE (as local government takes on much of the prevention work).
Public health careers
The reduced attractiveness of public health as a specialty, particularly to doctors, was a concern for many: the status of public health within local authorities and the risk of focusing solely on health promotion in this context, as well as pay, terms and conditions in local authorities and job insecurity and instability.
Specific concerns about status within Local Authorities included:
Public health depts in LAs are under-capacity . . . Staff are under massive pressure and sickness rates are increasing alarmingly . . . I am actively looking to for a job which is not in a LA -including non-PH jobs . . . Decisions are made by finance and legal staff, and PH specialists are not listened to . . .
The danger that DsPH in LAs will become not a great deal more than senior health improvement managers still remains Concerns about pay, terms and conditions included:
PH not attractive ( pay scales lower and not highly regarded within LA) or any understanding (. . . LA has not allowed any reference to doctors and dentists pay scales). On top of this potential burden of finding time for CPD and revalidation in a climate where not recognised that staff need training other than one size fits all for council staff.
Concerns about recruiting the future public health workforce included:
A significant number of junior doctors will not wish to pursue a career in PH because of the lack of interaction with the NHS and being based in LA Although the majority of respondents viewed the changes as having a detrimental impact on the attractiveness of public health as a specialty, others were more positive:
I can see how some people may view it less attractive, but others will see it as more attractive so it depends upon who the question is aimed at.
Previously unforeseen risks in relation to the H&SCA
The majority of the additional risks identified by respondents could be re-classified within the existing risk framework. However, there were a couple of concerns raised by respondents not covered directly elsewhere in the survey: capacity to support training in public health; maintaining the independent professional voice of the Public Health profession in all settings.
Discussion Main finding of this study
There is a high level of concern among public health professionals about ongoing risks from the Health and Social Care Act. 6 Respondents identified that without further remedial action there was a high probability that infrastructure for public health, planning and delivery of NHS services, as well as attractiveness of public health as a career would all be severely compromised. These perceptions of risk are consistent among respondents, irrespective of employer type and domain of practice.
What is already known on this topic?
The NHS already performs well as a healthcare system. The concerns of health professionals (including those in public health) about the 2012 legislative proposals for health and healthcare reform in England are well documented. There is plenty of historical 14, 15 and policy 3 -5,9,10 analysis from experts about both the potential and limitation of these reforms.
Assessing the impact of health reform on health outcomes is complex because of the time lag between legislation; consequent change in services and for those services to have an impact on patients. Direct effect of reform also needs to be disentangled from other background effects.
Surveys to determine the views of public health professionals on health policy are hard to identify.
What this study adds?
This study measures concern from public health professionals about risks from implementation of health and healthcare legislation in England, a year after the reforms took place. It identifies from local experience where sustained attention is required and outlines potential mitigation measures: formal progress review, public health advocacy and stronger work across boundaries. Further the role of specialist public health input to local commissioning arrangements should be formalized and greater attention given to monitoring systems and patient pathways.
The four themes identified for remedial action articulate the breadth and diversity of members' views about the most appropriate responses. In particular, conflicting views remain about the core response to the legislation, particularly on whether to engage or whether to lobby for the legislation to be repealed, as some still consider the health and health arrangements in England irredeemable.
Limitations of this study
How representative the survey is of members concerns is a consideration given the low response rate. However, the groups who would be expected to have greatest insight into the risks described (directors of public health, those in substantive posts, those in England and active employment) did indeed respond in greater numbers than the general membership. Taken together, this suggests that the response rate among those with the best insights is likely to be somewhat higher than the headline figure. For example, assuming the rate of retirees is common across locations, the response rate among those in active employment in England rises from 10 to 15%. We did not collect any data to explain this but speculate that those with limited insights probably self-censored and did not participate in the survey.
A lack of ready comparison of working base is problematic. As employment status of existing members is updated opportunistically, assumptions have to be made, particularly in the face of reform that disestablished the major employers of public health staff. However, those in local authorities (40%) or national public health bodies (20%) appear overrepresented in the survey respondents, compared with the estimates for FPH membership (23 and 8%, respectively).
While all members had an opportunity to give their perspective, the response rate means that response bias remains a concern. It is reasonable to assume that those feeling most exercised about the H&SCA were more likely to take the time to respond. So, while this survey provides an indication of professional opinion about the H&SCA and consequential reforms, caution is needed before identifying these findings as the majority view of FPH members.
Individual risks identified in the initial FPH risk assessment were grouped for this survey to minimize the length of the questionnaire and increase the probability of completion. While participants were asked to rate individual risks, it is possible that in asking for aggregate comments across risk areas, some views about particular risks might have been lost.
The methods used here have limitations; they were designed to focus attention rather than to quantify harm either to individual patients or to the health and healthcare system as a whole. Other in-depth descriptive, observational or ethnographic methods are required to document such considerations.
This study nonetheless concludes that public health specialists have a high level of concern about the health system reform and its implementation in England. The insights offered provide both areas of professional concern and potential strategies for mitigation.
Supplementary data
Supplementary data are available at PUBMED online.
